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Prophylaxis and Treatment of Tetanus, 





a ee 


Prophylactic Treatment.—“ A 
prophylactic dose of tetanus anti- 
toxin should be the routine treatment 
in all cases of shell, bayonet and 
other wounds when there is a risk of 
soil contamination.” (British Medi- 
cal Journal, October 10, 1914, p. 686.) 


Curative Treatment. — “ Tet- 
anus may be cured by the adminis- 
tration of antitoxin, provided that 
the serum treatment is begun early 
in the attack and is pursued vigor- 
ously and continuously.” (British 
Medical Journal, October 10, 1914, 
p. 614.) 


“P, D. & Co.” Antitetanus 
Serum has frequently brought about 
recovery, even in cases in which 
toxemia was well advanced. It is 
supplied in bulbs containing 1,500 
antitetanus units, this amount being 
the usual dose for prophylaxis. 
When tetanus has developed, from 
1,500 to 8,000 units should be given 
every six hours, or more frequently, 
while necessary. 


Auxiliary Treatment with 
Chloretone,—Sheaf states (British 
Medical Jowrnal, October 17, 1914, 
p. 669): “Tetanus kills partly by 
the direct action of the toxin, and 
partly by the exhausting effects of 
the convulsions,” and he recommends 
rectal injections of Chloretone (in 
addition to serum treatment) for the 
prevention of tetani¢ spasms, so that 
the patient may escape exhaustion, 
may be able to take food, and to 
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Peterson reports a case of tetanus 
which was cured by the injection 
of Antitetanus Serum supplemented 
by enemata of Chloretone in warm 
olive oil, the drug affording marked 
relief of the symptoms. (Jowrna/ of 
Obstetrics, June, 1909.) 


Hutchings records several cases of 
tetanus in which he has given rectal 
injections of Chloretone dissolved in 
warm olive oil, with complete control 
of the muscular manifestations in 
every instance. (Annals of Surgery, 
July, 1909.) 


Hobbs and Sheaf report a case 
of tetanus treated with Antitetaaus 
Serum and repeated rectal injections 
of Chloretone in olive oil at such 
times as indicated by an increase 
in rigidity, Recovery was rapid, and 
the writer of the article states : ‘I am 
firmly convinced that this man's life 
was saved by Chloretone.” (British 
Medical Journal, November 5, 1910.) 


Croley reports a case of acute 
tetanus in which recovery took place 
under Chloretone injections, no serum 
being used. He states: “ I am quite 
convinced that the man owes his 
life to Chloretone.” (Indian Medical 
Gazette, September, 1911.) 


The combined Serum and Chlore- 
tone treatment deserves consideration 
by every physician who is confronted 
with a case of tetanus. 


Chloretone is supplied in bottles 
of 4 ounce, 1 ounce and 4 ounces. 








Regent sireot,” LONDON. 
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Dermatological Section.’ 
October 15, 1914. 


Dr. J. J. PRineuE, President of the Section, in the Chair. 


Case of Chronic Septic Papillomata. 


By K. G. Grawam LittLe, M.D. 


THE patient was a lady, aged 65, who had been for some six years 
under the care of Dr. Francis Nunn, to whose kindness the exhibitor 
was indebted for permission to show the case. The history, confirmed 
by this gentleman, was that during the past six years there had been 


continually present upon a restricted area, triangular in shape and 
situated upon the outer half of the right breast, a number of soft, 
non-pigmented warts, which were always covered with a thick roof of 
inspissated discharge, very like the condition seen in so-called gonorrheal 
warts. These tops could be easily detached, leaving a moist and 
oozing surface at the summit of the underlying wart. There was 
constantly friable detritus covering the area, and a good deal of offensive 
discharge from the interstices of the individual warts. These were 
very numerous, and in fact covered the outer half of the breast. The 
patient said that on the area now occupied by these growths there had 
been a “ birth-mark”’ of the nature of a pigmented flat mole, about the 
size of a sixpenny-piece, on which about twelve years ago the earliest 
warty tumours had developed. There were no subjective sensations 
connected with them, and she absolutely refused any operative measure. 
The right axilla was quite free of any glandular enlargement. There 
was no syphilitic or gonorrhceal history. She was in fair general health, 
but had recently lost some weight. There were no warty growths 
anywhere else, and there had never been any ulceration or excessive 
bleeding from the affected part. Some of the warts had been scraped, 
but tended to recur in situ. Occasionally there was complete sponta- 
neous involution of the growth, leaving a perfectly normal surface. 


'CORRIGENDUM.—Please strike out ‘‘ (? Epitheliomatous) ’’ from title of Dr. Sequeira’s 
case on p. 261 (Proceedings, vii, No. 9, July, 1914), and add it after the title of Dr. Culenso’s 
paper (to which it belongs) on p. 263. Also please correct corresponding entries in the Index. 
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2 Sibley: Case of Lymphatic Leukemia 


Case of Lymphatic Leukemia. 
By W. Knowstey Srpiey, M.D. 


A soy, aged 16, who had had a skin eruption for the last eight 
years, was shown at the meeting of this Section’ held in July last: his 
case, with microscopic sections, had been referred to the Pathological 
Sub-Committee for a report. Since that date several important changes 
had occurred. The eruption, which at that time was absent from the 
middle of the chest and the interscapular regions, had now covered these 
areas, the condition of the rest of the skin had become obviously worse, 
and the general infiltration had become more marked. The papular 
eruption had everywhere increased and become more prominent; the 
tumour-like formations at the back of the neck had also considerably 
increased in size, and were now as large as Tangerine oranges; so also 
the general enlargement of the lymphatic glands had become more pro- 
nounced, especially about the sides of the face and the neck regions 
The only other part of the body which was free from eruption when he 
was shown in July was the scalp region, and now small nodules were 
appearing in the occipital region. The papules on the face had*some- 
what diminished in prominence, but on all other parts of the body they 
had increased. The patient stated that the skin was not irritable during 
the daytime, but became so at night; there were, however, no scratch 
marks to be seen, nor had there been any recurrence of the bullous 
eruption which was present previously. The liver and spleen could now 
both be felt just below the costal arch. 

At the time of the previous examination the differential leucocyte 
count was practically normal; now, however, marked changes had 
occurred, as follows: Polymorphonuclear cells, 34°159 per cent. ; 
lymphocytes, 32°30 per cent. ; mast cells, 31°85 per cent. ; eosinophiles, 
1°76 per cent.’ 

The urine still contained albumin, but only a trace. The specific 
gravity was 1030; there was no sugar, blood, or pus. The deposit 
contained crystals of sodium urate and calcium oxalate, some squamous 


epithelium, but no casts. 


' Proceedings, 1914, vii, pp. 276-281. 
* Dr. Sibley reported subsequent to the meeting that the hemocytometer count was: 
Red blood cells, 4,750,000 per cubic millimetre ; white cells, 23,600 per cubic millimetre. 
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The cedema of his legs had subsided. The boy was now obviously 
anzmic and was losing ground. The mucous membranes remained free 
from lesions, and no obvious lesions were present in the larynx. 


Laryngoscopical Report by Philip R. W. de Santi, F.R.C.S.—The 
nasopharynx shows some thickening of the post-nasal lymphatic tissue ; 
this is also slightly noticeable in the pharynx as well. The larynx 
shows marked pinkness of the right true vocal cord, with a less degree 
of the left true vocal cord. There is thickening of the interarytenoid 
region. Movements of the cords are quite free, but approximation of 
the vocal cords on phonation is not quite complete, a slight space being 
noticeable in their middle region. 


DISCUSSION. 

Mr. MCDONAGH said he had seen the case at the meeting of the Pathological 
Committee. He would like to draw attention to the fact that the rash on the 
upper part of the thigh was confluent, and not so discrete as on the trunk, and 
less papular. The thigh rash was very much like a generalised skin eruption, 
which he had seen only in Jews from Poland and Galicia. This eruption 
was always followed later by a pronounced enlargement of the lymphatic 
glands in the groins, and the enlargement gradually spread to all the other 
lymphatic glands in the body. Finally the patient developed leukemia and 
died. He regarded this condition and that of the case shown as identical, 
differing only in the fact that the case presented was severer and more acute. 
In his opinion the diagnosis was leukzmic cutaneous lymphocytoma. 


Dr. F. PARKES WEBER considered that the differential blood count was 
a very remarkable one, and suggested that an ordinary, in addition to the 
differential, count should be made. It was a remarkable differential count, 
even for lymphatic leukemia. If the cutaneous condition were still more 
advanced than it was at present, and if the nodules were to become confluent,’ 
the patient’s face would present the typical “leonine"’ appearance which had 
been described as one form of pre-mycotic skin condition in granuloma 
fungoides. He (Dr. Weber) had once seen a man with a “leonine” face 
of that kind, and the case turned out to be one of leukemia. He thought 
the cases described by Kaposi under the heading lymphodermia perniciosa 
were examples of leukemia in which the “leonine” or “ pseudo-leprous "” type 
of granuloma fungoides was simulated: but at one time it was supposed that 
Kaposi’s lymphodermia perniciosa was merely an occasional pre-mycotic stage 
of granuloma fungoides, though Kaposi himself had laid stress on the ultimate 
occurrence of associated morphological blood changes. 
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Case of a Lichenous Eruption for Diagnosis (Pityriasis 
Rubra Pilaris). 


By J. J. Prinaue, M.B. 


THE patient was a married woman, aged 57, who was admitted to the 
skin wards of Middlesex Hospital on September 28. Her family and 
personal history were unimportant. She had never previously had any 
skin affection. Before the appearance of the eruption on June 22 she 
had been dyspeptic and out of sorts for some weeks. On that date 
an irritable patch appeared on the right cheek and spread over the face. 
Soon afterwards there was great burning, with redness and swelling of 
the arms, forearms and hands, and subsequently of the thighs, legs and 
feet. These intense inflammatory phenomena had greatly diminished 
since her admission to hospital, but the cardinal features of her disease 
persisted. The essential lesions were in great abundance and best seen 
over the neck and upper parts of the back and chest. They consisted of 
innumerable papules of both plane and acuminate type, occurring dis- 
cretely as well as in groups and composite patches of the most variegated 
patterns. The plane papules were flat, polygonal, shiny, of characteristic 
colour, and with fine striation and central dells, while the acuminate 
papules were capped with fairly firmly adherent thick epidermic scales. 
The chief changes which had occurred under observation consisted in the 
detachment of the epidermic caps from the acuminate lesions, and in 
the increased scaliness of the plane lesions, which had coalesced in 
many places, thus forming plaques almost as heavily scaled as patches 
of psoriasis. Over the face there was a quite indeterminate diffuse but 
patchy erythema with some desquamation. The scalp, which was quite 
normal on admission to hospital, had become somewhat pityriasic in the 
previous week. No change in the buccal mucous membrane which could 
be recognised as lichenoid was present. The arms, forearms, hands, 
thighs, legs and feet were the seat of diffuse dry dermatitis without any 
appreciable degree of infiltration. There was very marked desquama- 
tion of the soles with fissuring, and a similar condition had been present 
on the palms. No history of special involvement of the backs of the 
proximal phalanges of the fingers could be elicited. The desquamation 
over the limbs generally was fine, but over both legs the epidermis 
separated in large papery sheets, disclosing a dry surface underneath. 
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The nails both of hands and feet were unaffected. The patient's general 
condition was good ; the urine was normal, and the Wassermann reaction 
negative. 

The treatment adopted had been permanent rest in bed, salicin in 
full doses internally and salicylated oil externally. 

The case had been brought for diagnosis as different views had been 
expressed on the subject. Was it (1) a pityriasis rubra pilaris, or (2) a 
lichen ruber planus with an unusual predominance of the acuminate folli- 
cular papule ? Points in favour of the former hypothesis, which he had 
adopted, were: (a) The large number of scale-topped acuminate papules ; 
(b) the severe involvement of the palms and soles; (c) the absence of lesions 
on mucous membrane; (d) the papery, thin sheets of desquamation on 
the legs; (e) the debut of the eruption on the face and its subsequent 
appearance on the scalp, although to a mild degree; (f) the’absence of 
conglomerate plaques with the typical colour and characteristics of lichen 
planus. Nevertheless, the presence of a large number of primary lesions 
indistinguishable clinically from those of lichen planus—and maintain- 
ing their distinctive characters throughout — suggested the possible 
coexistence of the two diseases, generally considered as being distinct, 
but potentially due to a common exciting toxic cause, the precise nature 
of which was quite unknown. 

The exhibitor had seen two examples of a similar association in 
private in the last two years, the cases being practically identical with 
that shown. Both occurred in women of middle age, and both ran a 
favourable course, lasting about six months before perfect recovery 
ensued. 


DISCUSSION. 


Dr. J. H. SEQUEIRA said that during the last three months he had had 
under his care a case which began in a similar manner. The patient, a middle- 
aged woman, was sent to him by Dr. Vilvandre. When first seen she had 
an acute erythematous eruption on the fac: and hands, which rapidly became 
general. He took her into hospital for a time, and gradually the erythrodermia 
subsided and she was now a typical case of lichen planus. 


Dr. ADAMSON regarded the case as a typical pityriasis rubra pilaris, typical 
in all respects except for the absence of follicular papules from the backs of the 
fingers. ‘The case bore some resemblance to an acute lichen planus, and thus 
recalled the old controversy as to the relationships of pityriasis rubra pilaris of 
Devergie and Besnier, lichen ruber acuminatus of Hebra or Kaposi, and lichen 


planus of Wilson. It had been finally settled towards the end of the , last 
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century that pityriasis rubra pilaris and lichen ruber acuminatus were identical 
affections, distinct from lichen planus; and he felt it would be going back to 
the old confusion to call this case a combination of pityriasis rubra pilaris 
and lichen planus. The resemblance of the individual papules of pityriasis 
pilaris to the flat-topped, shiny papules of lichen planus was only apparent, and 
there was no histological resemblance. In the speaker’s opinion, pityriasis 
rubra pilaris had more affinity with psoriasis, and he had published several 
cases in which patients had pityriasis rubra pilaris and psoriasis alternating, 
or in which the two affections occurred in one family. It was interesting to 
recall that the first recorded example of pityriasis rubra pilaris was a case 
observed in this country, in St. Bartholomew's Hospital, in 1828, by Dr. 
Tarral; that it was communicated by Tarral to Rayer, who described it as 
a general psoriasis; and that it was subsequently quoted by Devergie as an 
example of his new disease pityriasis rubra pilaris. 


Dr. MACLEOD regarded the case as one of pityriasis rubra pilaris, and 
considered that an important point of diagnostic value against generalised 
lichen planus was the presence of well-defined clear areas in the midst of the 
eruption. 


The PRESIDENT (Dr. J. J. Pringle), in reply, said he thought his remarks 
scarcely warranted the construction put upon them by Dr. Adamson, as he 
had enumerated six reasons in support of his personal opinion that the case 
was a pityriasis rubra pilaris. An additional point in support of that view 
was the inconsiderable amount of itching complained of. He had brought the 
case forward as one “for diagnosis”’ only with a view to stimulating dis- 
cussion; and he had been rewarded by eliciting the opinion in more than one 
quarter that the case was a lichen planus. In watching its evolution while in 
hospital he had observed that the primary eruption elements were both, and 
equally typically, “ plane" and “acuminate.” Nor in their involution had 
any of the “acuminate” lesions become “plane.” On the other hand, no 
purplish, pigmented, conglomerate plaques, so characteristic of lichen planus, 
had formed. The case was, indeed, identical with those he remembered under 
Hebra and Kaposi in Vienna nearly forty years ago, which had given rise to 
immense confusion. It was only at the first International Congress held in 
Paris in 1889 that it was decided, to the satisfaction of a large majority of 
members, including himself, that many cases at least of the condition described 
by Hebra as lichen ruber acuminatus were identical with the pityriasis rubra 
pilaris of Devergie, and were therefore clearly distinct on clinical and patho- 
logical grounds from other diseases included under the term “ lichen ruber ” 
by the Vienna school. 
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Case of Sarcoid. 
By J. H. Sequeira, M.D. 


THE patient, a married woman, aged 43, had enjoyed good health 
with the exception of two attacks of quinsy in her adolescence. She 
had five children alive and in good health: one died when aged 12 
months in convulsions, and she had had one stillborn child seven years 
ago. There was no history or evidence suggesting syphilis, and the 
Wassermann reaction was negative. There had been no glandular 
swellings or other sign of tuberculosis. 

In March, 1912, the patient felt a small lump about the size of a 
pea in the middle of the chin. A month or six weeks later a dark red 
patch appeared on the chin over this lump. This slowly increased, and 
in September, 1912, she consulted a medical man who thought the 
lesion was probably a cyst. She was advised to leave the tumour 
alone unless it became inflamed. In January, 1913, a similar smaller 
lump appeared to the left of the former lesion, and since then the 
growths have been slowly increasing. 

In the middle of the lower portion of the chin was a lobulated 
mass, apparently connected with the skin. The colour was purplish- 
red and the surface was smooth. The tumour on palpation felt like an 
irregular flat. plate in the skin. It was freely movable over the deeper 
tissues. In March, 1913, it was the size of a florin, but when shown it 
was one-third larger, and of a generally oval shape, though the edge 
presented distinct lobulation. To the left and above this lesion there 
was a similar lesion rather larger than a sixpenny-piece. 

A portion of the tumour was excised and was reported by Dr. 
Turnbull to be a granulomatous infiltration of the skin. The lesion 
was obviously inflammatory and there were a few giant cells in the 
section. There were no tubercle bacilli present. 

Dr. Sequeira had ventured to class the condition as a sarcoid. This 
name had been applied to several conditions. Darier and Roussy' 
described under this appellation chronic indolent neoplasms in the 
hypoderm, the lesions having no tendency to ulceration. They occurred 
most often in females aged between 30 and 40. They varied in size from 


' Archives de Méd. exper. et @ Anat. path., Par., 1906, xviii, pp. 1-50. 
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a pea to a nut and were often in nodular patches. As a rule they occurred 
on the chest, but might appear anywhere. Giant cells and lymphocytes 
were found in sections. Other lesions had a fibrous capsule. Tubercle 
bacilli had not been demonstrated. Boeck’s multiple benign sarcoid, on 
the other hand, was of two varieties: (1) A small nodular type, where 
the lesions varied in size from a millet-seed to a pea. A case called 
“‘ tuberculides,”” but believed to be of this type, had been shown by the 
exhibitor.’ (2) A nodular type in which the lesions might be as large 
as a small nut. The swellings had a purplish tint and occurred in two, 
three, or a dozen discrete tumours on the forehead, neck, shoulders, 
limbs, &c.” (3) The case described appeared to be more closely related 
to the second type described by Boeck, as the nodules were definitely 
intradermic. 
So far treatment had been unsatisfactory. 


The PRESIDENT said he had no alternative diagnosis to offer, although 
“ garcoid”’ might not be regarded as a quite satisfactory pronouncement 
nowadays. He thought the localisation of the lesion was very unusual; he 
had usually seen “sarcoids” on the limbs and trunk. 


Sarcoma of the Skin, &c., secondary to Tumour of the Foot. 
By J. H. Sequerra, M.D. 


With Report on Histology by Husert M. Turnbuti, M.D. 


J. L., AGED 41, a pale, somewhat emaciated man, was sent to the 
London Hospital on September 20 by Dr. Sydney Harper. In June, 
1914, the patient noticed an area of redness of the skin of the forehead. 
There was little swelling present at this time. Upon the supposition 
that the eruption was possibly of toxic origin, all the patient’s teeth 
were removed by a dentist. A plate was made for him, and he wore this 
for a fortnight, and this made the gum and the upper jaw on the right 
side sore. Shortly after this soreness had developed a “lump” was 
noticed. At the same time the redness of the forehead increased and 
the surface became distinctly raised. The elevations were numerous 
small, pink, smooth, soft, rounded tumours clustered together “like a 
bunch of grapes”’ in the middle of the forehead. These tumours were 


' Brit. Journ, Derm., 1910, xxii, p. 60. 
* C. Boeck, Archiv f. Derm. u. Syph., 1905, |xxiii, pp. 71, 301. 
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first obvious when about the size of a small pea. They rapidly increased 
in size and two large growths developed upon the scalp over the vertex 
above the lambdoidal suture; small pink, soft growths also developed upon 
the cheeks. The distribution and general appearance in forehead and 
cheek tumours are seen in the figure taken soon after the patient’s 
admission. In addition to these there were two soft tumours in the 
scalp rather larger than walnuts. On palpation the tumours felt soft 





Case of sarcoma of the skin. 


and had a definite pseudo-fluctuation suggesting the consistence of 
over-ripe fruit. On puncture a glairy mucoid material with a little 
blood was removed. ‘There were two tumours, apparently enlarged 
lymphatic glands, in the right popliteal space. ‘There was a red 
swelling about the size of a walnut attached to the upper jaw on the 
right side, opposite the position of the bicuspid tooth. This swelling 
was rather harder than the forehead tumours, but its surface was 











10 Sequeira: Sarcoma of Skin secondary to Tumour of Foot 


ulcerated and a sanious discharge exuded from it. The growth here was 
large enough to cause the definite protuberance of the cheek and lip 
noticeable in the photograph. 

At first sight the growths might have been mistaken for the well- 
known endothelioma which is sometimes known as “ turban tumour.” 
Portions of the growth were removed and sent to Dr. Turnbull for 
examination. He reported the growth to be secondary deposits from 
« chondrosarcoma. In view of this opinion, the fact that the patient's 
right foot had been amputated in 1910 at Westminster Hospital became 
of supreme importance. Dr. Sequeira’s clinical assistant, Dr. Alderton, 
communicated with the Registrar at that institution, who very kindly 
furnished him with the following information: Syme’s amputation had 
been performed upon the right foot for an unusual swelling, which at 
first suggested tuberculosis. Portions of the soft material from the 
foot were examined in the Clinical Laboratory at Westminster Hospital 
and the report made was: Sections show small fragments of bone 
cartilage undergoing myxomatous change, small round cells, blood-clots, 
but no evidence of malignancy or tuberculosis. 


Report ON HistroLoGICAL EXAMINATION BY Dr. TURNBULL. 


Macroscopic.—A portion of tissue, one surface of which is covered 
with skin and measures 0°7 by 0°5 cm. Its greatest depth is 0°25 cm. 
The greater part of the outer surface is occupied by a papule. On 
section the papule corresponds to a nodule of pink, glistening tissue 
lying beneath the epidermis. Both segments embedded in paraffin. 

Microscopic.—Both sections consist of a small piece of horny skin 
in which there are a few sebaceous glands and hair-follicles. In the 
dermis, at a little distance beneath the epidermis, is a segment of a 
rounded nodule. The nodule is surrounded by a capsule of collagenous 
tissue which is denser than the rest of the dermis, and contains no 
elastic fibres. Trabecule pass in places from this capsule and divide 
the whole incompletely into rounded lobules. There are a few 
capillaries within, or at the side of the trabecule. The lobules have 
a mucoid matrix. In this matrix lie polygonal, round and, less 
commonly, spindle and stellate cells. The spindle and the stellate cells 
lie in the periphery. The round and polygonal cells lie at a consider- 
able distance from one another ; they have a relatively abundant, spongy 
protoplasm, and a small, deeply stained nucleus. In several cells there 
are two nuclei. Occasionally two cells lie together, their opposed 
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surfaces being compressed. The tissue therefore resembles mucoid car- 
tilage, although pericellular capsules, the characteristic of cartilage, are 
not present. The capsule round the nodule is evidently perichondrium. 
The dermis contains, therefore, portions of nodular masses of mucoid, 
atypical cartilage. There are, doubtless, secondary deposits from a 
chondrosarcoma. 


Case of (?) Xerodermia Pigmentosa of Anomalous Type ; 
(? Sun Dermatitis). 


By H. C. SAMUEL. 


THE patient was a man, aged 39, who had never been abroad, who 
consulted the exhibitor last April. The following is a brief summary : 
The condition began over three years ago, as the patient stated, “ with 
small red spots which seemed to be below the skin; it commenced in 
the region of the chin and lower lip. This spread by degrees, and in 
about eighteen months attained its present size.”” He had no recollection 
of any pustulation or irritation in the situations affected, so that a 
preceding sycosis might be excluded. Just before the condition appeared 
he lost two children in a fortnight ; he personally put the condition down 
to shock from that cause. Before consulting the exhibitor he had been 
treated by another medical man with drugs and ointment for fifteen 
months. He had never had any X-ray treatment or any other form of 
light treatment. He volunteered the statement, without any leading 
question being put, that wind and exposure to sun very much aggravated 
the condition. No members of his: family had suffered similarly. Two 
of his children had died of whooping-cough. He had one child living 
and quite healthy, now aged 24. 

The area occupied by the condition corresponded to the beard 
region; the upper margin on both sides was bounded by a line drawn 
from the angle of the mouth to the malar eminence and then along 
the margin of the hairy scalp to the ear. Below, the boundary ran 
horizontally outwards from the lower margin of the thyroid cartilage 
to a line drawn vertically from the posterior margin of the helix on the 
right side and from the centre of meatus on the left side. The skin 
of this area was thin, atrophic, and either dead white in colour or 
stained with brown pigment spots. The whole area was covered with 
well-marked dilated capillaries, most marked in the lower part of the 
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patch on the neck. The mucous membranes of the lips were affected, 
but there was no obvious abnormality inside the mouth. The areas 
affected were almost devoid of hair. 

The condition reminded the exhibitor of radio-dermatitis when he 
was first consulted. The area affected was one which was most exposed 
to light, and it was sharply limited below by the upper margin of his 
collar, and the most shaded parts of his face had escaped. It thus 
suggested the importance of light rays as an etiological factor, but that 
there must be some other very potent cause underlying the condition 
was of course obvious. Why did his skin suddenly show this peculiar 
reaction to the sun’s rays? Dr. Gray’s original view was that the 
case was possibly a rare type of xerodermia pigmentosa (Kaposi's disease), 
but in many ways it differed from those usually seen or described. In 
this patient it began at the age of 36. The majority of the cases began 
in infancy, and very exceptionally as late as the sixteenth year. This 
case differed from xerodermia pigmentosa in the sequence of events. 
The development of telangiectases was followed by atrophy and then 
by a few scattered pigmented spots, the older the lesion the more 
atrophic and white was the area. 

In xerodermia pigmentosa the first thing noticed was a number of 
lentiginous spots not unlike freckles, worse in summer and tending to 
improve in winter (no such history was obtainable in this case), the 
scalp, neck, shoulders, hands and forearms being affected as well as the 
face (in this case the face alone was affected). The next event in Kaposi’s 
disease was the development of telangiectases, followed by the appear- 
ance of irregularly scattered white spots. Sooner or later some of the 
pigmented spots took on malignant changes, an excellent example of 
which had been shown by the President last session." In this case no 
similar condition was to be noted in the family, and although not neces- 
sarily so, yet it was often a family disease. Norman Walker relates 
the narrative of a family of daughters all of whom had xerodermia 
pigmentosa, although their parents, by previous marriages, had _per- 
fectly healthy children. Although the above was Kaposi’s original 
description of the sequence of events, Duhring and others considered 
that that sequence varied. 

The atrophic stage of sclerodermia was to be considered, but the 
site, distribution, and other features of the case negatived that diagnosis. 
Could the case be one of idiopathic atrophy of the skin excited by the 
sun’s ultra-violet rays, and not connected at all with Kaposi’s disease ? 


' Proceedings, 1914, vii, pp. 149-154. 
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DISCUSSION. 


Dr. ADAMSON said he felt convinced that the condition was an X-ray 
dermatitis, the result of a treatment for removal of the beard. It was com- 
prehensible that the patient should decline to admit having undergone that 
treatment for such a purpose. The area of dermatitis and of long hair had 
a sharp margin, and the distribution under the chin was obviously not the 
result of sunburn. 


Dr. SIBLEY also thought at first sight that it was X-ray dermatitis, but 
recently he saw, at hospital, a man in middle life who came with typical X-ray 
dermatitis on the backs of both hands, telangiectases and warty conditions, 
which had been there for ten years. The warts came off from time to time, 
leaving ulcers; and then they came back again. The man had been a stone- 
mason in South Africa, where he worked all day in the sun chipping marble. 
During that time his hands were constantly covered with marble dust. 
A brother of his had been working with him in the same line and was stated 
to have much the same condition, and the patient promised to send him to the 
hospital, but had not done so. The patient had now been in England five 
years and the condition remained stationary. He had wondered whether the 
sun’s rays acting on the skin through its covering of marble dust produced 
a chemical irritating action —i.e., a dermatitis indistinguishable from that 
caused by X-rays. Years before, the man said his face was very sensitive, 
and peeled with very little exposure. 


Dr. GRAY said that possibly Dr. Adamson was right concerning the case: 
but he (Dr. Gray) admitted that he believed the patient when he said he had 
had no X-rays, and he thought the explanation advanced by Mr. Samuel was 
the only alternative. When employing the term “ xerodermia pigmentosa,” he 
did not intend to imply that this case would run the same kind of course as 
that of Kaposi’s disease, but he had regarded all these types of cases as due to 
the sun’s rays plus some other factor, the nature of which was at present 
unknown. 


Dr. MACLEOD said he did not consider that the case was one of chronic 
solar dermatitis, as the area affected was too clearly defined and avoided such 
exposed parts as the ears and the nose. 


Dr. J. H. SEQUEIRA said that as soon as he saw the case he thought of 
X-ray dermatitis, on account of the definitely limited area, which extended 
under the chin. Telangiectases and the tendency to warty growths occurred 
in so-called “ tropical skin.” But this case did not look like that. 


Dr. A. EDDOWES asked whether it would not be possible for the patient to 
damage the skin, without the application of X-rays, by using depilatories in 
excess, and so render the skin liable to dermatitis from ordinary exposure 
to weather. 











14 Dore: Case of Multiple Soft Fibromata 


The PRESIDENT said the case was a very puzzling one. Personally, he 
could not relegate it to the category of xerodermia pigmentosa, even to the 
senile form which had been described. The most important paper on that 
subject which he remembered was by Falcao, of Lisbon, which was read at 
the Third International Congress of Dermatology in 1896,’ and in which 
a considerable number of cases were described as occurring in old age, these 
following fairly closely the course of ordinary xerodermia pigmentosa. Mr. 
Samuel had advanced his diagnosis with great hesitation, and ought not to be 
pinned down to it too firmly. He (the President) had tried hard to accept 
the patient's statement that he had never been exposed to X-rays; but his 
diagnosis, based upon the objective characters of the condition, coincided fully 
with Dr. Adamson’s. The distribution of the disease was not that of ordinary 
solar dermatitis, while it accurately corresponded with the area of an X-ray 
beard depilation. Possibly the mentality of the patient was that of the 
hysteric, whose motives for action and powers of concealment were often as 
remarkable as they were incomprehensible. 


Case of Multiple Soft Fibromata. 
By S. Ernest Dore, M.D. 


PATIENT, a boy, aged 17. There were numerous lesions, of about 
nine years’ duration, varying in size from a pin’s head to a cherry, 
scattered irregularly over the trunk. The majority were small, soft, 
hernia-like, hemispherical tumours of a brownish colour, but some had 
a slightly bluish tint, and there was also a large, soft, lobulated mass on 
the nape of the neck. In addition to the above, a growth the size of 
a large pea had been recently excised from the centre of the dorsal 
surface of the tongue.” A few of the tumours had disappeared sponta- 
neously, leaving simall cavities which could be felt by the finger. There 
were no nervous phenomena and no pain or tenderness, and the tumours 
did not appear to be attached to nerve trunks or situated along the 
course of nerves. On the right side of the neck there was an oval 
patch of pigmentation which had at first sight escaped notice. The 
exhibitor asked if this case should be included in the category of 
von Recklinghausen’s disease, and whether, seeing that the tumours 
were localised congenital overgrowths of the skin, the case could not 
be classified as a systematised nevus, according to that definition of the 


' Internat, Congr. Dermatology (Third), (London, 1896), 1898, p. 280. 


* Subsequent microscopical examination showed this growth to be an angioma. 
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term. He ventured to protest against the grouping together of such 
diverse conditions as angioma, nevus linearis, leiomyoma, lymphangioma, 
&e., as nevi. 


DISCUSSION. 


Mr. MCDONAGH said he considered the condition was a case of neuro- 
fibromatosis, or what was sometimes called von Recklinghausen’s disease. 
The points in favour of that view were, the bluish appearance of some of the 
lesions, the sacculation of those and the pit to be felt on pressure. Because 
the lesions appeared to be scattered anywhere on the body it did not follow 
that they were not arising in nerves, since several nerves might be affected. 
It was more common for several nerves to be affected than for several lesions 
to occur in the course of one or more nerves. The lesions usually commenced 
in the endoneurium of the cutaneous nerves, and it was only when the lesion 
had reached a certain size that the nerve-fibres were destroyed. Degeneration 
of the newly formed fibrous tissue generally occurred, and this accounted for 
the sacculation and depression left by some of the lesions. 


Dr. F. PARKES WEBER said it was surely a question of terminology. The 
present case was one of molluscous fibromata, and whether all cases of 
molluscous fibromata were included in von Recklinghausen’s disease depended 
on one’s definition. In “ complete” examples of von Recklinghausen's disease, 
according to the original description, there must also be deeper tumours, 
probably connected with the nerves, and patches of pigmentation about the 
skin like that on the right side of this patient's neck. This boy presented only 
two of these three elements. Dr. Weber, however, considered that cases of 
molluscous fibromata ought to be regarded as incomplete cases of von Reckling- 
hausen’s disease. Patches of cutaneous pigmentation similar to those which 
occurred in von Recklinghausen’s disease were common in persons who had no 
other sign of anything abnormal, and had then to be regarded as the simplest 
(most superficial) form of cutaneous pigment-nevus. He very frequently came 
across such patches of superficial cutaneous pigment-nevus (exactly resembling 
the cutaneous pigmentation of von Recklinghausen’s disease) on the trunk or 
limbs of patients suffering from all kinds of diseases. On inquiry, these 
patches were generally said to have been present from infancy or childhood. 


Dr. GRAHAM LITTLE agreed with Dr. Parkes Weber that while it was 
desirable to restrict the use of the term “ von Recklinghausen’s disease” to the 
cases in which the syndroma described by that writer was present, it was none 
the less true that in several cases one or other of the cardinal symptoms had 
preceded, sometimes by years, the development of the full syndroma. He had 
had cases in which fibromata had existed for a long period before pigmentation 
was noted, and other instances in which pigmentation was the first symptom, 
to be followed later by the eruption of tumours. 

















16 Adamson: Case of Subcutaneous Fibrous Nodules 


The PRESIDENT said it was a question of nomenclature, pure and simple. 
If cases such as the present were to be accepted as instances of von Reckling- 
hausen's disease, then the term “ molluscum fibrosum”’ must disappear from 


our nomenclature. 


Case of Subcutaneous Fibrous Nodules on the Face and 
Hands, for Diagnosis. 


By H. G. ApaAmson, M.D. 


THE patient, B. W., a fruit warehouseman, aged 39, had a nodular 
condition of the upper part of the face which recalled the appearance of 
leprosy; but he had never been abroad, and on palpation the nodules 
were found to be very firm, apparently subcutaneous, and situated over 
bony enlargements. ‘There was no redness of the skin. The nodes 
were symmetrically arranged and were situated around the orbit and at 
the sides of the bridge of the nose. At the outer extremities of the 
superciliary ridges and over the malar bones there appeared to be bony 
prominences beneath the subcutaneous nodules, and the nasal bone on 
either side was so much thickened that it gave the appearance of the 
tropical disease “ goundou.”” The swellings at the side of the nose had 
begun three months ago, and the other swellings had gradually followed. 
On the backs of the first and second fingers and of the thumb of each 
hand were a few subcutaneous nodules recalling rheumatic nodules, 
except that they were rather more fixed in the skin. There was 
a considerable nodular thickening of the skin of the back of the neck 
at the level of the lower margin of the scalp. 

The patient had had pleurisy, but neither rheumatism nor rheumatic 
pains. He had had bad headaches since the swellings first appeared. 

A nodule removed from one finger felt very hard when cut into, and 
macroscopically had the appearance of fibrous tissue. Microscopically 
it was found to consist of a dense fibrous tissue, with small infiltrations 
of lymphoid cells around the blood-vessels of the upper part of the 


corium. 
DISCUSSION. 


The PRESIDENT said the case presented some points of resemblance to 
erythema diutinum, especially the lesions about the hands and fingers; and 
the microscopical appearances were apparently similar. The involvement of 
bone, however, introduced a new and inexplicable factor. He hoped Dr. 
Adamson would bring the case forward again. 
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Dr. F. PARKES WEBER said he regarded the nose enlargement as osseous. 
The condition occurred in the Tropics,’ but it also was met with in Europe. 
He regarded it as a form of leontiasis ossea (possibly allied to “ osteitis 
fibrosa ’’). 


Case of Lupus Exuberans with Miliary Lupus. 
By H. G. Apamson, M.D. 


A. H., aged 31, a stoutish, heavy woman, unmarried, presented on 
the left buttock a large, circular, sharply bordered area, of dense plate- 
like infiltration, which measured 14 in. across and occupied the greater 
part of the buttock. The central part of the infiltration was scarred ; 
the outer part was dusky-red and flatly nodular; the extreme margin 
was ulcerated in the form of a narrow, crenated fossa, with here and 
there crusting. Beyond the main mass of infiltration were several 
smaller patches. The buttock and adjacent part of the thigh seemed 
firmer and harder than normal, and very numerous reddish-brown, 
hemp-seed-sized nodules embedded in the skin were scattered over this 
area. The patient stated that the condition had been present only 
seven months. There was a large scar on the left knee which she 
said was the remains of a similar patch which had been present seven 
years ago and which had been cured by the application of an ointment 
during several years. The exhibitor’s first diagnosis had been that of 
tertiary syphilis, which he had based on the short history, the scar 
of former healed lesions on the knee, and the punched-out, ulcerated 
edge of the infiltration. The Wassermann reaction was negative, and 
treatment by mercury and potassium iodide had no effect. Three 
weekly doses of neo-salvarsan (0°6 grm.) were also given without any 
improvement. The diagnosis of lupus now offered was probably the 
correct one. This was supported by a strongly marked cuti-reaction to 
tuberculin and by the microscopical sections (exhibited) of the lesion, 
which showed numerous large giant cells characteristic of lupus and 
unlike those found in syphilides. 

The following were noteworthy features of the condition: (1) The 
very rapid, almost sudden onset; (2) the numerous miliary nodules 


'See the description of ‘‘goundou” or ‘‘ anakhra”’ in Sir Patrick Manson’s “ Tropical 
Diseases,’’ 5th ed., 1914, p. 888. In regard to the fibrous nodules on the fingers in the same 
case, Sir J. Hutchinson’s remarks may be referred to, Edinburgh Med, Journ., March, 1897, 
p. 283. 
N—6 
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beyond the main infiltration, set in an area which showed evidences 
of general cellulitis; (3) recurrent attacks of redness and swelling of 
the buttock and thigh which had been noted while the patient had 
been under observation. The first attack occurred eight days after 
the third injection of neo-salvarsan, with sudden pain in the left thigh 
and the appearance of a wide band of erythema extending right across 
the buttock in an obliquely downward direction. On the erythematous 
area were two patches of superficial vesication, and it was thought that 
this eruption might be an arsenical herpes; but one month later, after 











Lupus exuberans with miliary lupus and recurrent cellulitis, Photograph 
showing left buttock and thigh with: A, the main infiltrated mass with 
ulcerated and crusted margin; B, miliary lesions; C, the margin of the 
exudative erythema which involved the whole area occupied by the larger 
infiltrations and by the miliary lesions. 


the patient had taken 14 dr. of potassium iodide daily for three weeks, 
there was another sudden attack of erythema, which this time involved 
the whole of the buttock and upper part of the thigh and was separated 
from the normal skin by a sharply defined margin. The first attack 
was accompanied by sickness and headache, and the second by diarrhoea 
and vomiting and a slight rise of temperature (99°6° F.). It seemed 
probable that these two attacks of “erythema” were analogous to those 
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which occurred in connexion with leontiasis of the face and elephantiasis 
of the leg, when these two conditions were associated with lupus of 
those parts. The whole condition just described appeared to result 
from a rapid local invasion of the lymphatics by the tubercle bacillus, 
and the nodular infiltration, the scattered miliary nodules and the 
recurrent erythema were the reactions to this massive invasion. 

The case recalled one type of miliary lupus described by Kaposi 
which should not be confused with the more general infection, multiple 
lupus, which had also been called miliary lupus. 


DISCUSSION. 


Dr. A. EDDOWES said he had had a similar case, in which the whole 
buttock on one side was affected. His patient was very broken down in 
health, and had lupus in other parts of the body also. The lupus process 
seemed to flourish better on the buttock than anywhere else. He divided the 
areas involved into three sections, and injected different salts of mercury into 
them, and all the areas did uniformly well. He suggested the local injection 
of mercury in this case, dressing externally with the yellow oxide of mercury 
ointment. 


Dr. J. H. SEQUEIRA said it was difficult to treat these rapidly spreading 
cases of lupus, and it was a question whether it would not be worth while 
to try tuberculin; though he did not expect much benefit from it. In chronic 
cases he had discarded its use. 


Dr. ADAMSON replied that his experience with tuberculin in lupus had been 
so bad that he had determined not to use it again. Although marked improve- 
ment had resulted in many cases for a time all had eventually gone to the bad. 


Cultures ‘of Favus. 
By GrorGE PERNET, M.D. 


THESE cultures from the two cases of favus (mother and child) 
brought before the Section in June last ‘ were made by Dr. Elworthy, 
Pathologist to the West London Hospital, to whom Dr. Pernet was 
indebted for the trouble he had taken in the matter. The cultures 
were as follows: (1) On Sabouraud’s maltose agar; (2) glycerine 
agar (+10 Eyre); and also on (3) glycerine broth (+10 Eyre). The 
last named was of special interest; it was white, and anemone-like. 


' Pernet, Brit. Journ. Derm., 1914, xxvi, pp. 824, 325 ; also Procecdings, 1914, vii, p. 262. 
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Cultures (Trichophyton sulphureum) from a Case of Tinea 
Circinata. 


By GEORGE PERNET, M.D. 


THESE cultures were also made by Dr. Elworthy. They were pale 
yellow on Sabouraud’s maltose agar. The patient was a girl, aged 9, 
who attended the West London Hospital on July 17, 1914, for a large 
circinate ringworm on the left wrist. The circinate lesions tended 
to form imperfect circles within the outer ring, which measured about 
3 in. in diameter. There was no history obtainable of contact with 
animals. The fungus demonstrated at the time was made up of long 
branching mycelium. Dr. Pernet had found in his notes a case of 
tinea cruris (from the Cape) in an adult man from which he had 
obtained, in 1899, a pale yellow culture of a trichophyton on Sabouraud’s 
medium. On potato the culture was also pale yellow. In the present 
case the fungus appeared to be the Trichophyton sulphureum. 


Case of Lichen Planus. 
By KE. G. Grawam Littie, M.D. 


THE patient was a woman, aged about 40, in whom the eruption was 
somewhat peculiar, in that it consisted almost wholly of hypertrophic 
nodular lesions, the size of a threepenny-piece, thickly distributed over 
the dorsum of both feet and the lower third of the leg, much less 
thickly on the inner side of the knees and still more sparsely on the 
dorsum of the hands. There were in addition a very few, but quite 
typical flat small papules, characteristic of lichen planus, on the wrists 
and on the inner surface of the knees. There was no affection of 
mucous membranes. The condition had lasted for about six months, 
and there was intolerable itching. She had been under the treatment 
of Dr. Ronald Carter, who had been good enough to allow the exhibition 
of the patient. 
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Case of Lichen Spinulosus, with Atrophy ; (?) Tuberculide. 
By Henry MacCormac, M.B. 


PATIENT, a male, aged 22. There was no family history of tuber- 
culosis nor had the patient suffered from any previous illness. At the 
present timie he had a urethritis of recent origin (gonococcal). The 
disease was stated to have begun on the left side of the forehead two 
years ago, as a “scar” attributed to rubbing from a hat-band. When he 
was first seen by the exhibitor some three weeks previously the forehead 
lesion consisted of a central atrophic area, slightly reddened, about the 
size of a shilling-piece, fringed with dark horny plugs which had since 
disappeared in consequence of the local application of salicylic acid. 
There was a similar but smaller lesion on the forehead close to the 
primary plaque, while on the back of the hairy scalp another was 
present. On other parts of the body, especially the left buttock, there 
were patches of follicular keratosis but without atrophy. As then seen 
the lesions on the forehead and scalp suggested lupus erythematosus. 
The buttock lesions were related to the scalp condition in their 
common possession of a follicular keratosis. Possibly the whole con- 
dition was a tuberculide. 


DISCUSSION. 


The PRESIDENT observed that the case was an important and delicate 
one. No doubt the cicatricial patches on the face bore a superficial, but, as he 
thought, a misleading resemblance to erythematous lupus. Nor could he con- 
sider the scarred patch on the scalp, which still manifested spinous lesions, as 
an instance of lupus erythematosus. True lichen spinulosus—as understood in 
this country—-was so frequently associated with lichen planus that he had come 
to consider it as a congener or variant of that disease; although he had 
looked for it in the patient exhibited without success, he would not be sur- 
prised if it subsequently developed. He thought the patches about the patient's 
hips were true lichen spinulosus and not lichenoid tuberculides which had 
become unusually spinous. On the other hand, he distinctly remembered one 
or two instances of typical lichen spinulosus on the scalp (although not on the 
face) which necrosed, leaving scars. Therefore, although he was one of the few 
British dermatologists who firmly adhered to the view that lupus erythematosus 
was in some sense a tuberculous disease, he could not consider the case shown 


as supporting that view. 
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2% Gibbs: Case of Keratodermia Blenorrhagica 


b 


Dr. MORRELLE (Brussels) remarked that he had seen and reported a 
similar case in Belgium. 


Dr. ADAMSON agreed that the case was a very interesting one. When he 
first saw it he thought it was lupus erythematosus, though it was not typical 
of that disease, either in distribution or appearance. But when he saw the 
groups of lichen spinulosus-like lesions his view was that it was a tuberculide— 
lichen scrofulosorum. The case ought not to be used as an argument in favour 
of lupus erythematosus being a tuberculide, because it was not typical lupus 
erythematosus. He was of opinion that lupus erythematosus was not tuber- 
culous. In the majority of published examples of association of lupus erythe- 
matosus with tuberculous lesions the supposed lupus erythematosus was not 
typical. He had brought a case before the Section of lupus erythematosus on 
the forehead and lupus vulgaris on the body. Afterwards it turned out that 
the whole condition was lupus vulgaris.’ 


Dr. GALLOWAY said he agreed with the remarks of Dr. Adamson; that 
was the view of the diagnosis he would be inclined to take. 


Dr. MACCORMAC, replying to the President, said he thought the great 
majority of cases of both lichen spinulosus and lupus erythematosus were of 
the nature of tuberculides. The case exhibited showed areas of atrophy 
closely resembling lupus erythematosus, together with definite patches of lichen 
spinulosus, and the two conditions were combined together in places. It 
might be regarded as a mixture of two varieties of tuberculide. If one inquired 
about the family of patients with lupus erythematosus there was almost 
invariably a history of tuberculosis. 


Case of Keratodermia Blenorrhagica. 
By CHARLES Gibbs, F.R.C.S. 


L. R., AGED 34, was admitted to hospital on September 21, 1914. 
His history was as follows: About five months ago he had connexion 
with a strange woman. A month afterwards his right ankle became 
swollen and painful. The order in which other joints became involved 
was as follows: (1) Left ankle-joint, fifteen days after; (2) the right 
knee, hip, left knee, left shoulder, and right wrist afterwards. Two 
months after the connexion he noticed a discharge from his penis. 
During the last week of August he noticed a small pimple about the 
size of a split pea on the outer border of the dorsum of the right foot 
nearer the heel than the toes. It was hard, and was neither itchy nor 


' Proceedings, 1913-14, vii, p. 21. 
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painful. He scratched it, but no fluid came out of it. Later, it went 
on enlarging, till by now it had become as large as a half-crown. This 
pimple was followed by a crop of eruptions. These were more marked 
on the soles of the feet than on any other part of the body, and more 
so on the balls of the toes than anywhere else on the sole. These 
eruptions were very close together and “ appeared like mountain peaks 
on a relief map.’”’ They were also present in the clefts of the toes. 
The rest of the soles was covered with shining whitish scales. The 
area of eruption had a dark purplish colour. As regards the dorsa of 
the feet, there were ten discrete eruptions on the right dorsum. One of 
these was soft, and when punctured sebaceous matter was squeezed out 
of it. On the dorsum of the left foot there were eruptions on the great 
toe, fourth and fifth toes. Both the legs were covered with eruptions, 
more marked on both shins, but these eruptions were different in 
appearance to those on feet. The characters of the eruptions on feet 
were as follows: They were hard and nodular. These nodules, which 
were of dark brown colour, were made up of horny material which 
was concentrically arranged; each of these nodules was surrounded by 
a narrow zone of hyperemia. The intervening area was covered with 
brown parchment-like thickening of the epidermis. The characters of 
the eruptions on the legs were those of discrete papules which faded 
away on pressure; some of these were covered with dry scales; they 
were much smaller in size than those on the feet; they also lacked 
the firmness and hardness so well marked in eruptions on feet. The 
eruptions on the groin and pubis partook of the nature of the eruption 
on legs, except that they were few and far between. There were three 
on the right hand: they were more or less similar to those on feet. 
Left hand and body were free. 

Patient denied ever having suffered from syphilis. Wassermann’s 
reaction was negative. He had slight granular pharyngitis. On 
bacteriological examination his urine was found to contain some 
gonococci and streptococci. 


DISCUSSION. 


Dr. GALLOWAY said that Mr. Gibbs had spoken to him about this unusual 
case before presenting the patient to the Section. It would be agreed by all 
that the clinical relationship existing between this peculiar type of cutaneous 
disease and certain debilitated sufferers from gonorrhoea and its consequences 
was sufficient to warrant the use of the name keratodermia blenorrhagica. 
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He would like to know if there was direct bacteriological evidence that the 
remarkable keratodermic lesions were produced by gonococci. Had gonococci 
been seen or cultivated from the cutaneous lesions ? 


The PRESIDENT said his experience of gonorrhawal keratodermia was very 
small. He thought it was unusual to have a lesion on the hand such as this 
patient had. He did not question the diagnosis, and saw no reason for 
suspecting any causation or complication by drugs, as had been suggested. 
The condition of the soles was identical with what he had seen in three 
cases, all of whom had profound toxemia and gonorrheal arthritis, and 
were altogether very ill. The reported results of treatment by vaccines were 


encouraging. 


Dr. GRAHAM LITTLE said he had had under his observation three cases 
of this rare affection, and had contributed the third case to be recorded in this 
country in 1910. The appearances in one of these cases had been somewhat 
similar to the present case, especially in the warty aspect of the lesions; the 
distribution in one case had also been similar, the elbows, knees, and the 
dorsa of the hands and feet being affected. In this instance the diagnosis 
of “ psoriasis "" had been suggested by the practitioner in charge. All these 
cases had been treated by injections of gonococcal vaccine, and this therapy 
had been quite successful. In all the cases arthritis had been a notable 
feature, and it was curious that the urethral discharge was non-existent when 
the skin became affected. 











non 


Dermatological Section. 
November 19, 1914. 


Dr. J. J. Prinewe, President of the Section, in the Chair. 


Case of Lupus Pernio. 
By P. S. Asranam, M.D. 


J. T., MALE, aged 22, diamond cutter. Had always been subject to 
chilblains. Duration of disease, seven or eight years. About seven or 
eight years ago he noticed thickening of the fingers with painful and stiff 
joints. The fingers had become very painful during the last few years, 
especially in cold or in very hot weather. A year ago the nose developed 
red spots at the tip, which were treated last winter by Dr. Poirier with 
the cautery. The raised patch on the hand appeared two months ago, 
since coming to England. His father had died of rapid phthisis at the 
age of 63. A sister was delicate, but other members of the family were 
healthy. He was born at Petrograd, of Jewish parentage, but had lived 
in Antwerp for the last ten years. His case seemed to have puzzled 
the Belgian physicians, but in the opinion of Dr. Dubois-Havenith the 
affection was tuberculous. The question might arise as to its being of 
the nature of Weir Mitchell’s “‘ erythromelalgia,” which had been not 
infrequently observed in America in Jewish youths; or, perhaps, of 
the affection of the lower extremities described in this country by 
Dr. Parkes Weber.’ 

Dr. Abraham added that, in his opinion, the lesions were of the 
character of “lupus pernio.” 


' Allbutt and Rolleston, ‘‘ System of Medicine,’’ 1911, ix, p. 73. 
D—7 
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DISCUSSION. 


The PRESIDENT (Dr. J. J. Pringle) regarded the case as a quite character- 
istic example of the condition first described by Sir Jonathan Hutchinson in 
this country as lupus pernio, a name afterwards adopted by Besnier and others 
on the Continent. It was typical in that the patient had very marked chilblain 
circulation with acro-asphyxia, and in the middle of the asphyxial areas there 
were patches and nodules of lupus. He asked Fellows present for their 
experience as to the ultimate course and duration of these cases, which he, 
personally, had been unable to follow out satisfactorily. Some of those he 
had seen had become sclerodactylic and gangrenous ; but these conditions 
were referable more to the circulatory disturbance than to the tuberculous 


element. 


Dr. ADAMSON agreed that the case was a typical example of lupus pernio. 
The disease was apparently very rare in this country. He had seen, on several 
occasions, a case which was under the care of Dr. Colcott Fox, in which the 
diagnosis had been originally made by Besnier, who had very carefully 
studied the disease. The condition of the fingers in that case was exactly 
as in this patient. The considerable enlargement of the distal part of the 
affected fingers and the dusky, purplish colour of the swelling were character- 
istic. The red-brown nodules of lupus were only seen on close inspection or 
on firm glass-pressure. Their presence was masked by the general infiltration. 
As to prognosis, the case referred to had been under observation for many 
years, and there had been little change beyond some slight diminution of 
some of the lesions under X-ray treatment and the appearance of fresh lesions 
in other parts. Another case under the care of Dr. Horton-Smith Hartley, in 
which nearly all the fingers and toes and the nose and ears were involved, 
had succumbed to acute pulmonary tuberculosis. 


Dr, SEQUEIRA said that, in this type of case, he had found the greatest 
benefit follow static baths, taken to improve the circulation. 
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Case of a Peculiar Non-pigmented Soft Mole. 


By J. M. H. MacLeop, M.D. 


MALE infant, aged 6 months. The mole was situated on the left 
side of the scalp just above the left ear. It was oblong in shape, 
measured 13 in. in length and 4 in. in breadth, was raised about 1 mm. 
above the surface of the skin, hairless, non-pigmented, and presented 
a yellowish waxy appearance. Its peculiarity was that the surface was 
rugose, being split up by a series of transverse grooves, roughly parallel 
to each other, at intervals of about 2mm. The nevus was observed at 
birth. There were no other congenital abnormalities. 


DISCUSSION. 


Dr. WHITFIELD said he had no doubt the lesion was a soft mole. What 
interested him in these cases was the question of alleged maternal impressions. 
There was no real evidence of such impression in this case, but it was 
interesting to notice how readily one could be elicited. The mother, when 
the child had been four and a half months iz utero, thought a motor vehicle 
was going to run over her, and the appearance of the mole was curiously like 
the markings on a Prowodnik tyre. 


Dr. SEQUEIRA said he had seen a mole of this type on the frontal area, 
which illustrated an interesting fact brought out by Dr. Warner that these 
congenital deficiencies were often multiple, as the child also had a coloboma 
on the same side. ' 


Dr. GRAHAM LITTLE agreed with Dr. MacLeod that these cases were 
uncommon; he had never seen one quite like it. 


Dr. ABRAHAM, discussing the subject of maternal impressions, related the 
case of a man in Dublin who had behaved badly to several women, one of 
whom badly scarred his face by throwing acid over it. At about the same 
time another woman gave birth to a child by him. This child had a straw- 
berry mark on the same side of the face as the injury on the father’s face; 
but, unfortunately for the “ maternal impression” theory, the child was born 
three days before the vitriol was thrown! 
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Case of Keratosis Follicularis Spinulosa (Lichen Spinulosus) 
in a Girl, aged 8. , 


By S. E. Dore, M.D. 


Two years ago the mother noticed a roughening of the skin of the 
child’s elbows immediately following an attack of pneumonia. The 
neck and body became affected about the same time, but there was no 
appreciable change in the condition until six weeks ago, when several 
fresh patches appeared. The eruption was seen in its most charac- 
teristic form on the back of the neck on each side of the middle line, 
where there were symmetrical patches consisting of closely aggregated 
follicular papules with projecting filiform spines. On the back of the 
elbows, and to a less extent on the knees, the follicles were dilated and 
centred by a horny plug, and all the follicles on the extensor surfaces of 
the forearms and legs were unduly prominent, causing nutmeg-grater 
roughening of the skin. There were numerous minute domie-shaped 
follicular papules, either single or in patches, scattered over the back 
and thighs, especially in the trochanteric regions, and a few on the 
abdomen ; there was no definite whorl arrangement. These papules 
were for the most part skin-coloured, a few being reddened apparently 
from temporary local irritation. Itching was very slight. The child 
was in other respects healthy, and there was no evidence of tuberculosis ; 
her Wassermann reaction was negative. The mother had had six 
children, of whom two had died; but none had suffered from a similar 
complaint, and there was no history of ichthyosis. 

The exhibitor drew attention to the fact that the complaint had 
followed an exanthematic fever in at least two of the recorded cases, 
and also suggested that external irritation might be a causative factor 
as in the case of multiple comedo and folliculitis following the applica- 
tion of grease to the skin. He had recently seen a case of lichen 
spinulosus of a fortnight’s duration in a young woman which was 
attributed to wearing furs round the neck. 


DISCUSSION. 


The PRESIDENT reminded members that at the last meeting Dr. 
MacCormac brought forward a case which was apt to give rise to confusion 
between two conditions which he (the President) considered to be completely 
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distinct. One was true lichen spinulosus, of which the present case was an 
example, and the other was a tuberculide which became spinous. He was 
inclined to think the French dermatologists did not recognise the condition 
presented by the patient, though they knew spinous tuberculides very well. 
He agreed with Dr. Dore that in this case there was no evidence of 
tuberculosis. 


Dr. ADAMSON agreed with the diagnosis of lichen spinulosus. He was 
opposed to the view that lichen spinulosus was merely a form of lichen 
scrofulosorum. Dr. Colcott Fox had frequently called attention to the fact 
that there were several eruptions in which there might occur patches of 
grouped follicular spines—namely, lichen spinulosus, lichen scrofulosorum, the 
small follicular syphilide, and certain forms of seborrhaic dermatitis. And 
he had pointed out that these eruptions, though easily confused, were 
wtiologically distinct. In the speaker’s opinion lichen spinulosus was not 
a tuberculide but an affection nearly related to lichen planus. Indeed, 
lichen spinulosus in an adult always indicated that the patient had had or 
was going to have lichen planus, if it were not already present. In children 
the same association had been noted, though lichen spinulosus occurred 
often in children, without planus lesions, possibly because lichen planus 
was so rare in childhood. Dr. MacLeod had lately shown a child with 
co-existent lichen spinulosus and lichen planus.’ 


Dr. WHITFIELD said that he agreed with the diagnosis, and he also 
thought Dr. Dore was quite right in his idea that local irritation was 
a factor in the distribution of the spines. He thought there was a special 
susceptibility of the skin which caused it to react to slight irritants by an 
over-production of horny material. In this case the localisation of the spines 
on the neck was highly suggestive of the friction of the neck-band. The 
spines were more pronounced on the sides of the neck than on the back or 
the front, and this was the case with the ordinary pigmentation which was 
present on the necks of most men who wore stiff collars, In addition to the 
number of diseases which had already been enumerated by other speakers as 
productive of little spines he might add the so-called dry seborrheic eczema. 
This was a disease strongly emphasised by Dr. Coleott Fox, and it was 
sometimes very difficult to distinguish seborrheic eczema with spines from 
lichen scrofulosorum, as the papule formation and ring and disk grouping 
were present in both. The form of seborrha@ic eczema with spines had only 
been seen by Dr. Whitfield in children. What it really came to was this— 
namely, that any chronic disease of the lanugo hair-follicle was liable to be 
associated with spine formation. He was also in provisional agreement with 
Dr. Adamson in the idea that lichen spinulosus was a phase of lichen planus. 
It was, of course, almost impossible to prove that this was so in every case, 
but it was certainly true of the majority of cases. As regards the question 
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of lichen spinulosus, pityriasis rubra pilaris and the acuminate papule of 
lichen planus he might say this: Dr. Graham Little had told them that 
microscopically the papule of lichen spinulosus resembled that of pityriasis 
rubra pilaris. He (Dr. Whitfield) had not had the opportunity of examining 
a papule of lichen spinulosus, but he had examined papules from the folli- 
cular lesions of pityriasis rubra pilaris, and from the follicular papule in one 
of Dr. Coleott Fox’s cases of follicular lichen planus. To him they were 
quite indistinguishable; he could easily distinguish the plane lesions in these 
two diseases, since the plane lesion of pityriasis rubra pilaris resembled that 
of psoriasis, while that of lichen planus was of course a papillary infiltration ; 
but the follicular lesions of the two diseases were indistinguishable. This 
being so it was probable, from what Dr. Little had said, that the papule of 
lichen spinulosus strongly resembled that of lichen plano-pilaris. As regards 
the comedo, he thought this was a different lesion, since it was more in the 
nature of a cork in the follicle, while in these other diseases it was rather a 
hyperkeratotic collar or funnel in the neck of the follicle, and he did not think 
the two lesions were produced in the same way. 


Dr. GRAHAM LITTLE did not agree with the view that lichen spinulosus 
had any connexion with lichen planus. Histologically lichen spinulosus and 
lichen planus had very characteristic individual features which were not even 
alike. The nearest histological analogy to lichen spinulosus was pityriasis 
rubra pilaris, which he also regarded as totally distinct and unconnected with 
lichen planus. 


Case of Psoriasis, Onychogryphosis, and Rheumatoid 
Arthritis. 


By W. KNowsLey Srpiey, M.D. 


THE patient was a single woman, aged 24, a tailoress by occupation, 
who had always been rather delicate. Her father was stated to have 
died from consumption at the age of 60; her mother was living and 
well. There were seven other children in the family, who were all 
in quite good health. There was no history of rheumatism, nor of 
psoriasis in the family. The patient had a slight presystolic mitral 
murmur, and a rather hectic flush on the cheeks. She was very thin, 
and was suffering from a rather extensive gingivitis. The psoriasis 
first appeared eight years ago, and commenced in the neighbourhood 
of the larger joints—viz., the ankles, knees, wrist, and elbows. At the 
present time there was an extensive scaly eruption over both the 
trunk and limbs. 
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Three years ago the toe-nails became affected; the change com- 
menced in the great toe-nails and shortly afterwards all the toe-nails 
became involved to varying degrees. The nails became very thick and 
hard, so that it was impossible for the patient to cut them, and they 
had therefore been allowed to grow uninterfered with ever since. At 
the present time the nail of the right great toe formed a horn some 
4 in. in length, which had taken a complete curve round the nail of 
the second toe, which was itself considerably hypertrophied, the nail 








Psoriasis and onychogryphosis, 


had made almost a complete circle, and the free end pressed against 
the side of its own toe. The remaining nails varied from 1 in. to 
2 in. in length, and were all more or less curved and folded one over 
the other. 

The nails of the fingers were also considerably affected with 
psoriasis, especially those of the thumbs, which had become very much 
thickened at the free ends, and at the present time presented the 
more or less typical characters of the condition described as psoriasis 
of the nails. 

The hypertrophied toe-nails were very hard and horny, the nail 
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substance had become opaque, the surface rough and irregular, and the 
colour varied from dirty yellowish straw to brown, while the finger- 
nails were distinctly blackish in appearance. 

Three years ago the patient suffered from rheumatic pains in the 
legs and thighs ; for the last twelve months the rheumatic condition had 
become much worse, especially in the hands, ankles, and neck. On the 
right hand there was considerable painful swelling of the middle joint of 
the thumb, and the proximal joints of the index, middle and ring fingers. 
On the left hand the little finger and the hypothenar eminence were 
affected. The joints which were attacked presented the typical cylin- 
drical swellings of rheumatoid changes. In addition to the rheumatoid 
arthritis, the interest in the case consisted in the extreme hypertrophy 
and overgrowth—onychogryphosis of the toe-nails, which formed horns 
varying in length from 1 in. to 4 in., the longer ones were curved as 
shown in the photograph (p. 31). Radcliffe Crocker, in speaking of 
the wtiology of psoriasis, wrote, “ Rheumatoid arthritis and the other 
arthropathies are also factors, and in such cases the nails are very 
frequently affected, and in the rheumatoid cases there is a great 
heaping up of the scales at points of pressure.” This case certainly 
illustrated in a remarkable way the affection of the nails of the toes, 
and more recently also those of the fingers. 


DISCUSSION. 


The PRESIDENT said the case was an extremely remarkable one. He had 
had the fortune to see a few cases of toe-nails in a condition similar to this, 
which was called onychogryphosis, but he had never seen them in association 
with psoriasis. As Dr. Sibley said, the affection of the finger-nails was 
typically localised in the sub-ungual tissue, and he would call the condition of 
the patient’s finger-nails typical psoriasis. He did not doubt that the toe-nail 
condition was a very exaggerated degree of the same condition as existed in 
the finger-nails, the disease having begun in the usual manner in the nail-bed 
and thence having invaded the nail substance proper. He was previously 
unaware of any relationship between onychogryphosis and psoriasis, and he 
would be glad to hear if anyone present had had any experience of cases 
similar to that exhibited. 


Dr. PERNET said he did not remember having seen such marked onycho- 
gryphosis associated with psoriasis in so young a patient. He had had under 
observation several patients in whom psoriasis was associated with rheumatoid 
arthritis. In such, the psoriasis lesions were usually of the inflammatory or 
very congested type, and obstinate. Rest in bed, feeding up, and salicin he 
had found the best line of treatment. 
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Dr. WHITFIELD said that he had not seen onychogryphosis as the result 
of psoriasis before. He would point out that the loosening of the nail-plate 
from the bed was not produced in the same way as the onychogryphosis. 
The former was produced by a psoriasis papule occurring in the nail-bed, while 
the latter was produced by the affection of the matrix. The matrix could be 
affected either by the extension of the disease from the posterior nail-fold or 
by its extension from the tip of the finger along the nail-bed, but until the 
matrix was affected the loosened nail-plate would remain smooth, as was 
the case with the fingers of this patient, while the nails of the toes where 
the matrix also was affected were transversely ribbed and deformed. The 
case was one of rheumatoid arthritis of the small joint type, and apparently 
was associated with a toxemia. This being so Dr. Whitfield would suggest, if 
Dr. Sibley had no particular treatment in view, that he should take the case 
in and administer creosote in the largest doses that the patient could tolerate. 
He had introduced this treatment some years ago, and had some success with 
it, but had not published any account because the percentage of successes was 
too small; but this was the type of case in which he had seen benefit most 
often. The successful cases had not been mere instances of the capricious 
disappearance of the eruption, as he had once or twice removed obstinate 
eruptions of more than seven years’ duration. He had tried guaiacol carbonate 
as being less nasty, but had never had any success with it. 


Dr. EDDOWES suggested that the toe-nails were most commonly damaged 
in the matrix by wearing short boots. The nail was thrust back with each 
step. He once saw nails as big as these; the patient was very poor, and wore 
any boots she could get, and generally they were too short for her. Her nails 
were supposed to have grown twenty-five years without being cut. They were, 
on each great toe, curled up like a ram’s horns. 


Mr. SAMUEL asked whether Dr. Sibley considered that the osteo-arthritis 
in this case was an etiological factor in the production of the psoriasis. He 
understood the psoriasis in this patient had been in existence eight years, while 
the osteo-arthritis was of recent origin. 


Dr. MIDELTON said he saw many cases of arthritis deformans, and {for 
a long time there had been considered to be some association between that 
condition and psoriasis. His view was that there was no such association, at 
least to any great extent. The same toxin might cause both the joint and the 
skin condition, and measures directed to counteracting the toxin would clear 
both up. For many years he had advocated counter-irritation for these 
conditions; this treatment was first brought forward by Dr. Latham, of 
Cambridge. 


Dr. SIBLEY replied that the only treatment for these very much hyper- 
trophied nails was complete evulsion, though he did not know what the 
ultimate result would be. He was obliged for Dr. Whitfield’s suggestion as 
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to creosote, and he might try it later. The patient had just commenced the 
intensive iodine treatment, and she said that already the pains were much less. 
There was undoubtedly an association between psoriasis and rheumatic con- 
ditions — not necessarily rheumatoid arthritis—and he was sure that this 
connexion existed in a large number of fairly healthy young people who had 
psoriasis. 


Case of Lichen Plano-pilaris. 
By J. H. Sequerra, M.D. 


THE patient, a single woman, aged 36, was sent to the London 
Hospital, by Dr. Newby Smith. She worked as a dressmaker, and 
beyond the usual infantile ailments had enjoyed good health. The 
family history was negative. In December, 1913, she stated that she 
felt unwell, and her hair began to fall. In July, 1914, her hands 
became affected, the backs first showing red spots and finally becoming 
scaly. A few spots also appeared on the abdomen. In September, 
1914, the eruption came out widely, involving the whole of the body, 
limbs and face. In October the palms of the hands became rough and 
hard. There was no evidence of visceral disease. When shown at the 
meeting the patient had extensive lichen planus of the common type 
on the legs, forearms and trunk. The hands were also affected, the 
palms especially being keratotic and showing under the lens pin-head- 
sized depressions in the scaly surface. There were some curious 
pigmentary spots, the size of split peas, on the forehead, nose and 
chin; these were of a brown colour, definitely raised above the surface, 
and, apparently, of the same nature as the rest of the eruption. At 
the nape of the neck and on the shoulders there was an extensive 
eruption of closely set acuminate papules, presenting typical pointed 
horny plugs. The buccal mucosa showed characteristic lesions of 
lichen planus. The case was an unusually severe example of the 
type which had been described by the President as lichen plano- 
pilaris. 
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DISCUSSION. 


The PRESIDENT considered the case the severest and most extensive 
example of the disease, which he had originally described as lichen plano- 
pilaris, he had ever seen. It was absolutely characteristic in the association 
of typical lichen planus with typical lichen pilaris lesions with horny plugs ; 
and this association supported the views of himself and others as to the 
intimate, essential connexion between the two diseases. The case was, of 
course, different from the one he showed at the last meeting, which was one of 
pityriasis rubra pilaris, with a large proportion of plane lesions. In the present 
case the affection of the mouth was very characteristic, and would dispel any 


doubts as to the diagnosis. 


Dr. GRAHAM LITTLE did not think that the accidental occurrence of lichen 
planus either synchronously with or following upon lichen spinulosus, which 
he had never seen happening in his own experience, and the recorded cases of 
which were excessively infrequent, warranted the assumption that the diseases 
were connected. The histology of pityriasis rubra pilaris was unlike the 
histology of lichen planus, but was very like the histology of lichen spinulosus, 
therefore the latter was unlike lichen planus. If it was contended that 
all acuminate lesions of lichen planus—and acuminate lesions were a well- 
accepted clinical form of lichen planus—were to be regarded as instances of 
lichen spinulosus, then there was no more to be said. But this was not 
contended. It was excessively difficult to differentiate follicular spinous 
papules, and he regarded it as probable that the very few instances in which 
lichen spinulosus had been noted as occurring in connexion with lichen 
planus were really instances of perhaps unusual acuminate forms of lichen 
planus simulating the lesions of lichen spinulosus. 


The PRESIDENT said that the acuminate lichen of the Vienna school was 
now, by common consent, regarded as identical with the pityriasis rubra pilaris 
of Devergie, and, although a considerable number of acuminate papules were 
often present in typical lichen planus their histological characters were different 
from those of the acuminate lesion of Devergie’s disease. But in cases of 
lichen spinulosus he believed one could frequently find concomitant lichen 
planus papules, or the patient subsequently had attacks of lichen planus. 
This case was a perfect example of the association. 


Dr. ADAMSON said he regarded the case as an example of lichen spinulosus 
and lichen planus occurring in the same patient, and it illustrated his view 
that lichen planus and lichen spinulosus were the same or closely related 
conditions. 


Dr. PERNET said that from the clinical point of view he considered tliat 
lichen planus and lichen spinulosus were separate diseases. He regarded the 
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fact of their coincidence in one patient as accidental. In his experience, lichen 
spinulosus was more frequently met with in young adults and children, but 
that the two conditions were often associated had not been his experience. 


Dr. A. EDDOWES thought the President's name excellent for this complaint. 
Many of the lesions were found to be confined to the orifices of the sweat 
apparatus. In some chronic cases of lichen planus he had been fortunate 
enough to cut the section in such a way as to show the keratosis invading the 
hair-follicle ; and it was not uncommon, even in rather acute cases of lichen 
planus on the limbs and body, to find little spines. This case was a slight 
development of what he had seen going on to a verrucose kind of lichen planus, 
so* altered as to become, here and there, large granulomata, looking, when 
ulcerated, like granuloma fungoides. In that state it was scarcely recognisable 
as lichen planus at all; but on resolution the plane papules reappeared and 
cleared up all doubt. 


Case of Rodent Ulcer. 
By ALFRED EppowEs, M.D. 


Mrs. R., aged 56, had been suffering from rodent ulcer for over 
ten years. Two years ago her blood had been examined and the 
suggestion was made that she should have a series of twelve sub- 
cutaneous injections (presumably salvarsan). Carbon dioxide snow was 
applied fifteen months ago. Suggestions as to treatment were invited 
from Fellows, as excision would be a formidable operation. 


DISCUSSION. 


Dr. MACLEOD considered that, owing to the position of the ulcer at the 
inner canthus of the eye, a radical excision was not practicable and believed 
that the best treatment for it was by radium. He had treated a number of 
cases of rodent ulcer with carbon dioxide snow but had not, so far, obtained a 
satisfactory result from that method, as recurrences had invariably taken place. 


Dr. GRAHAM LITTLE had seen a series of cases of rodent ulcer of the eye- 
lid, treated with carbon dioxide snow, both by himself and by his colleague, 
Mr. Leslie Paton, who had recently shown a number of excellent results of 
this treatment at the Harveian Society. He was personally satisfied, and so 
was Mr. Paton, that the method was a most useful one in the treatment of 
rodent ulcer in this position as well as elsewhere. His opinion of its general 
utility in rodent ulcer was founded on a long series of cases which had been 
kept under observation during the past four years, in which recurrences had 
been no more freqnent than with any other method. 
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Dr. SIBLEY agreed that the snow would heal these cases up, but it required 
X-rays to cure them; otherwise in a few months they broke down again 
unless full doses of X-rays were applied for some half-a-dozen times at one- 
month intervals. 


Dr. SEQUEIRA said he was not favourably impressed with the treatment 
of these cases with carbon dioxide snow. He had had a number of patients 
sent on to him after that treatment for the application of other measures, and 
he preferred to treat this type of rodent ulcer by radium. He had a case of 
the kind on the lower eyelid cured in 1903, and it had remained well ever since. 


Dr. PERNET agreed there was frequently a recurrence of rodent ulcer after 
a time when carbon dioxide snow had been applied. Whatever treatment 
was employed, the case should be followed up, especially in old people, for 
recurrences. 


The PRESIDENT said he mentioned to Dr. Eddowes before the meeting that 
the application of large doses of radium was much the most satisfactory 
method of procedure in rodent ulcers in the situation of the patient's lesion. 
As well as producing more permanent results, it was also handier to use. 


Case of Papulo-necrotic Tuberculide. 


By KE. G. Grawam LitTtLe, M.D. 


THIs case was of the type described by Colcott Fox as acne 
scrofulosa. The patient was a woman, aged 35, who was now under 
treatment for pulmonary phthisis, and had had several operations for 
removal of tuberculous glands from the neck, where, however, there 
were still numerous large and Hard glandular enlargements. She also 
gave a remarkable family history of tuberculous affections. The skin 
eruption had shown itself four years previously, and had persisted 
since then. At the present time there was a very widespread rash of 
typical acneiform necrotic papules distributed especially thickly on the 
buttocks, the legs, and the hands; less thickly on the arms and fore- 
arms, the abdomen, and to a slight degree on the face. 
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Case of Chronic Dermatitis of the Right Arm. 
By E. G. Granam Littie, M.D. 


THE patient was a Belgian refugee boy, aged 16. The clinical 
appearances were strongly suggestive of tuberculosis, and this was 
possibly the correct diagnosis, but there were features rendering this 
conclusion at least doubtful in the exhibitor’s opinion. The history, 
obtained through an interpreter, for the patient spoke no language 
except Flemish, was that at the age of 3 he sustained a burn of the 
arm, and in the site of this injury the first lesion developed as a chronic 
inflammatory condition, which spread slowly until the present area was 
involved. The aspect at present was that of a wavy, serpiginous outline, 
occupying the lower half of the forearm, of pus-infected, rather super- 
ficially indurated inflammatory skin, enclosing a smooth, ivory-white, 
supple scar. Outside the margin of the active inflammation there was 
an area of scar tissue of the same character, about an inch in width, 
which had been occupied by a similar inflammation. Above the elbow 
there was also a single scar of the size of a florin. No treatment had 
ever been applied other than a sedative ointment. Three diagnostic 
doses of old tuberculin, beginning with y,'55 mg. and finishing with 
s4o mg., were given within five days, and there was no rise of 
temperature suggestive of tuberculosis. The apparently spontaneous 
involution of the centre and spread at the peripheral margin, the 
serpiginous outline, the definite inauguration of the disease with injury, 
and the rapid improvement of the inflammatory margin with surface- 
antiseptic treatment, had suggested to the exhibitor the possibility of 
a chronic non-tuberculous microbic infection of the general character 
of the cases described under the title “ dermatitis repens”’ by Crocker, 
the exact nature of which had never been clearly apprehended by the 
exhibitor, but which had been included by dermatologists who had had 
opportunities of seeing Crocker’s original cases under the general 
heading of “‘ superficial ecthyma.” 


DISCUSSION. 


The PRESIDENT, discussing the second case, said he thought it was a 
typical lupus modified by treatment, and in that view he did not think he 
stood alone. He could not see any resemblance in the case to the disease 
described by Radcliffe Crocker as “ dermatitis repens,” with which he was 
quite familiar. 
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Dr. DORE agreed with the President and others that this seemed to be 
a case of lupus vulgaris. The cases he had seen under the name dermatitis 
repens were not anything like that shown. 


Case of Leprosy. 
By A. WINKELRIED WILLIAMS, M.B. 


THE case of leprosy exhibited at the end of last session was again 
shown to demonstrate the great improvement which was in part the 
result of a vaccine. Dr. Williams excised a nodule from the face and 
dried it to a brittle, horny mass in a sulphuric acid desiccator. This 
was ground up to a fine powder, from which Dr. Ihles made a vaccine 
and was able approximately to count the bacilli. The patient was 
given injections first of 24 million and later 5 million bacilli. The 
latter dose gave a specific reaction ; no fever, but an eruption of patches 
of erythema which gradually disappeared, leaving slight pigmentation 
behind. A large ulcer on the knee that had resisted all previous treat- 
ment was reduced to two small scabbed lesions a week after the first 
dose, and completely healed after the second, and had remained sound 
ever since. All the profuse bacilli-laden discharge from the nose and 
throat had ceased, and careful swabbing of the nose and pharynx had 
failed to show any acid-fast bacilli. All nodules had flattened down, 
and most had become quite imperceptible to sight and touch. Sensation 
of pain was returning in the anesthetic areas. ‘The patient had at the 
same time been treated with large doses of oleum gynocardie by the 
mouth, boric nasal douching, followed by perchloride spraying and 
inunction of nodules with a white precipitate and ichthyol ointment. 

Dr. Williams was anxious to elicit the opinion of the members of 
the Section as to whether it would be safe for this patient—an Army 
sergeant—to drill recruits in the present national emergency. 


DISCUSSION. 


Dr. GRAHAM LITTLE said Dr. Williams was to be warmly congratulated 
on the result in this case. A similar method was tried at St. Mary’s Hospital 
in a case of leprosy two or three years ago. Sir Almroth Wright had the case 
in his wards for a long time. The patient received inoculations of emulsified 
tissue derived from a leprous nodule, in the way now described by Dr. Williams, 
and there was very manifest improvement in the patient in nine months. 
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Dr. G. PERNET considered, under the circumstances, that this man was 
not very contagious, so long as he did not sleep or live at close quarters with 
others. The nose condition should be carefully watched. He had never seen 
leprosy in this country spread from a ieper to a non-leper, but the possibility 
of such an occurrence should be kept in view. Nodular cases were on a 
different plane, as to contagion, to the nerve leprosy type. He had seen all 
kinds of treatment do good at first in the nodular variety, but unfortunately 
disappointment was the usual event. 


Dr. SEQUEIRA said the question asked by Dr. Williams was a difficult one 
to decide. He had to decide on the case of a nurse who was suffering from 
nerve leprosy. There had been no discharge from her nose. For the last 
three years she had been, with sis approval, carrying out her duties. 


The PRESIDENT was strongly of opinion that the patient ought not to be 
allowed into close association with recruits or any other of his fellow-men. 





